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1. INTRODUCTION 


1.1. While adopting the Constitution in 1950, the country dedicated 
itself to eliminate poverty, ignorance and ill health. Over the past 
three .and a half decades, the country has created several 
milestones in its march towards the goal of eliminating ill health. 
Some of these are - our rededication to the goal of Health for All 
(HFA) in World Health Assembly in 1977 and our becoming a 
signatory to the Alma Ata Declaration (1978) for achieving HFA 
through primary health care and developing a strategy for Health 
for All by the National Planning Commission in 1982. The goal of 
HFA through primary health care was comprehensively crystalized 
and operationalised by the Nation’s Parliament in the form of 
National Health Policy in 1983. As an integral part of that pledge, as 
well as of the process towards reaching the goal of HFA, we are 
meeting in this one day conference to review Critically our 
achievements and failures with a view to determine further course of 
action for reaching the cherished HFA goal by the turn of the 
century. This review, although very brief, assumes great 
significance, as hardly thirteen years are available for undertaking 
activities leading to the goal. Such a self critical analysis could 
enable us to rededicate ourselves, with a renewed vigour for the 
pursuit of reaching the goal of HFA through primary health care. 


1.2 Since the adoption of the goal of HFA, there has been a flood of 
literature dealing with various aspects of this topic. The NIHFW 
made a thorough research study of almost all the literatures to cull 
out from this the basic philosophy, principles and strategies for 
reaching the goal. As these provide operational and programme 
directions, these are briefly mentioned below so as to focus the 
deliberations in a more pragmatic manner. 


i HFAis to be achieved in a spirit of social justice and as an 
integral part of overall development. 


ii. An acceptable level of health cannot be attained through the 
efforts of the health sector alone. Socio-economic 
development promotes health, which in turn contributes to 
social development. Therefore, the health policy and strategy 
have to be a part of the overall developmental policies and goals 
and coordinated efforts of the health sector and relevant 
activities of other social and economic sectors are essential 
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There should be equitable distribution of health resources 
within and among different population groups, and 
preferential allocation of resources to those in greatest 
social need. The health system should cover all population. 


Development of health is to be based on self-determination 
and self-reliance in health on the part of the individual. the 
community and the nation. Active community participation. 
encouraging the people to assume greater responsibility for 
their own health would be crucial for success. 


Social orientation ot health workers of all categories to serve 
the people properly, and their adequate technical! training 


are also important. 


The need for strong political commitment at all levels for 
Promotion of health is imperative and health must be looked 
upon aS a positive investment for SOCIO-eECOnomic 
development. 


The declaration of Alma Ata strongly urged that primary 
health care approach would be the key to the success of 
HFA, and at least eight essential components of primary 
health care were required to be implemented. These 
components are: (a) educating the people about the 
methods of prevention and control of prevailing health 
problems; (b) promotion of food supply and proper nutrition: 
(Cc) adequate Supply of safe water and basic sanitation: (d) 
maternal and child health care and family planning: (e) 
immunization against major infectious diseases; (f) preven- 
tion and control of locally endemic diseases; (g) treatment of 
Common diseases and injuries; and (h) provision of essential 
drugs. 


The emphasis should be on preventive and promotive 
aspects of health well integrated with curative. rehabilitative 
and environmental measures. 


The Primary health care has to be an integral Part of the 
Country's health system, of which it would be a central 


There would be a need for development of appropriate 
technology and its application through well-defined health 
Programmes integrated into country-wide health System 


GOALS FOR HEALTH AND FAMILY WELFARE PROGRAMMES 


SI Goals Specific Goals 
No Indicator Current level “yoxs 1990-200 =~ and ‘Targets of 
HFA* 
(1) =) (3) (4) (S) (©) 
1} so Intant mortality rate Rural 136 (1978) !22? 
Urban 70 (1978) 60 below 
Total 125 (1978) 106 87 60 
Perinatal mortality 67 (1976) 40-35 
2. Crude death rate Around |4 2 10.4 90 
3. Pre-school child 
(1-5 yrs.) mortality 24 (1976-77) 20-24 15-20 10 
4.) Maternal mortality rate 4-5 (1976) 3-4 2-3 below 
’ 
Y Lite expectanes at birth (yrs) Male 52.6 (1976-31) $5.1 $7.6 64 
Female 51.6 (1976-81) $4.3 $7.1 64 
© Babies with birth weight below 
2500 gms. (%} 30 = 1s 1U 
7 Crude birth rate Around 35 31 27.0 21.0 
S Effective couple — protection 
(%) 23.6 (March °82) 370 42.0 60.0 
Y Net Reproduction Rate (NRR) 1.48 (1981) 1.34 1.17 1.0 
10. Growth rate (annual) 2.24 (1971-81) 1.90 1.66 Lu) 
11 Family size 4.4 (1975) 3.8 a 
12) Pregnant mothers recers ing ante- 
natal care (%) 40-50 $0-60 60-75 100 
13. Deliveries by trained birth attend- 
ants (%) 30-35 50 80 100 
140) Immunisations status (% 
coverage) 
TT (for pregnant women) 20 ov 1Oo Loo 
TT (for school children) 
10 vrs 40 100 100 
16 vrs. 2U 60 100 100 
DPT (children below 3 years) 2$ 7U 85 85 
Polio (infants) 5 SO 70 $5 
BCG (infants) 65 70 xO 8S 
DT (new school entrants 5-6 
years) 20 80 x5 8S 
Typhoid (new school entrants 5-6 
years) 2 70 85 85 
1S Leprosy — percentage of diseases 
arrested cases out of those 
detected 20 40 60 80 
is TB — percentage of disease ar- 
rested cases outofthose detected — 50 60 75 90 
17 Blindness — incidence of (%) ~ 1.4 | 0.7 0.3 


en 


‘Taken trom the National Health Policy 1983 


Achievements in 
Health & Family 
Planning 


1.3 Undoubtedly the programme initiated and implemented over 
the last 30 years by all the States in the country have yielded 
considerable dividends. All the States deserve legitimate pride and 
satisfaction for the achievements particularly in terms of increased 
life expectancy at birth to 544 years 1985, reduction in infant 
mortality rate 95 at 1985, in bringing down crude death rate and 
birth rate to 11.7 and 32.7 in 1985 respectively’. But these 
achievements become less significant when we consider the tasks 
that remain to be done in immediate future /.e. within a short span of 
time of thirteen years for reaching the goals of HFA and NRR-1 by 


the turn of the century. 


“From SRS Data. 1985 


2 PRIMARY HEALTH CARE APPROACH 


2.1 As the delegates to this conterence are primarily concerned 
with the actions, it would be most appropriate to give a close 
attention to item Nos. (vii) and (ix) which lay out in clear terms the 
type of activities and approaches that are central to achieving the 
HFA goal. It is mentioned that the approach for reaching the goal 
is through primary health care. Primary Health Care is 
considered as the: ‘key. to. the success of .HFA’ It -has 
to be an integral part of the country’s health system, of which it 
would be a central function and the main agent for delivering health 
care. 


2.2 Primary Health Care is to be the driving force behind 
determining policies and the basis for formulating strategies and 
plans of action. It would, therefore, be most logical for all the States 
to critically review how each of the State stands in relation to some 
of the important principles and contents of HFA and primary health 
Care. In the remaining part of this paper, an attempt has been made 
to assess the position based upon various health services research | 
studies. Since such in depth research studies of latest situation are 
not available for all the States, use has also been made of reports 
and returns readily available with the Ministry. In addition, the 
observations and impressions of experienced administrators of the 
Centre as well as of the States have also been used as 
supplementary information for this analysis. 


2.3 With a view to impart a sense of reality and urgency, a few 
illustrative examples have been referred to with a full realisation of 
the fact that the statistics mentioned in the illustrated cases may not 
be up-to-date and that the situation might have changed for the 
better. In other words, the illustrations show the trend rather than 
the exact position and these are used to raise the level of our 
concern as well as commitment to the HFA goal accepted in the 


National Health Policy. 
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3. THE HFA IS TO BE ATTAINED IN A SPIRIT OF SOCIAL JUSTICE AND AS 
AN INTEGRAL PART OF SOCIAL AND ECONOMIC DEVELOPMENT OF THE 
COUNTRY 


3.1 All the States individually and collectively come out fairly well 
on this issue The national health policy clearly says “it is necessary 
to secure complete integration of all plans for health and human 
development with the overall national socio-economic 
development process.... ”. The government's policy also reaffirms 
this. In the words of the Prime Minister - “Health is the central 
component and integral part of development”. 


3.2 Inso far as the issue of social justice is concerned, the national 
health policy lays down that, “in the establishment of the 
reorganised services, the first Priority should be accorded to 
Provide services to those residing in the tribal, hill and backward 
areas as well as to endemic disease affected population and the 
vulnerable sections of the society. With a view to implement this, the 
government plans provide for opening of a PHC for every 20,000 
disadvantaged Population. Similarly, in the programme high 
Priority is accorded to MCH Programme for the socially vulnerable 
Population of women and children in the country. 


POpulation 


3.5 From the point of view of making health services easily 
available and within the reach of such population groups, the 
picture gets further depressed when we consider the filledin staff 
positions in PHCs and sub-centres opened in these areas. 


In brief, while policy-wise and programme-wise we are On a 
sound footing, there is a huge and difficult task, still to be 
accomplished by a large number of States to fall in line with the 
principles of equity and social justice and also with the emphasis 
laid on weaker sections of the population including urban slums 1n 
the primary health care approach for HFA. 
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4. AN ACCEPTABLE LEVEL OF HEALTH CANNOT BE ATTAINED 
THROUGH THE HEALTH SECTOR ALONE BUT IT WOULD REQUIRE THE 
COORDINATED EFFORTS OF THE HEALTH SECTOR AND RELEVANT 
ACTIVITIES OF OTHER SOCIAL AND ECONOMIC DEVELOPMENT SECTOR 


bottlenecks and bring 
Priorities of programme as may be necessary, to achieve the overall 


mechanisms for health and all other development activities being 
coordinated underan integrated Programme of rural development” 


4.2.1 As the use of unsafe drinking water is related to a very high 
load of morbidity and even mortality in certain areas, a brief review 
of the work done in this area is presented below: 


Around 41 per cent of the total villages (i.e. 2,30,784 out of 


5,57,137) in the country were problematic areas for potable water 
(Census: 1981). 


villages all over the country were provided coverageunder the Rural 
Water Supply Programme. Only 17 per cent of the villages (/.e. 
38760 out of 230784) remained to be covered at the end of this Plan 
period. 


Almost all the States and Union Territories have attempted to 
provide coverage to problematic areas with water supply in the 6th 
Plan period. The achievements were: 


a. The States of Tamil Nadu and Union Territory of Andaman and 
Nicobar Islands provided full coverage to all problematic 
villages. 


bd. Negligible number of villages were left to be covered in the States 
of Karnataka and Kerala. 


c. Less than fifty per cent of the problematic villages were covered 
in the States of Jammu and Kashmir, Meghalaya and Punjab. 


With this improved coverage in Rural Water Supply 
Programme, the incidence of diarrhoeal disease has shown a 
declining trend. The number of cases reported to be 8,457,012 inthe 
year 1980 has declined to 4,334,513 in the year 1984. Likewise. the 
number of deaths declined from 7339 to 3046 in the corresponding 
period. 


During the 7th Plan period, in line with the objective of 
International Drinking Water Supply and Sanitation Decade (1981- 
91), the aim has been spelt out as to provide adequate drinking 
water supply facilities to the entire population. This means 
coverage to 365113 villages under the Rural Water Supply 
Programme during the current Plan period. This would also mean 
coverage to 38760 problematic villages - a left over of the 6th Plan 
period. The States of Assam, Jammu and Kashmir, Meghalaya, 
Punjab, West Bengal and Mizoram will have to boost their Rural 
Water Supply Programme. It has been observed by knowledgeable 
persons that a comparable level of coordinated efforts with such 
health related sectors as nutrition, education, environment and 
sanitation do not exist in the States. The States need to consider 
how the coordination mechanism as envisaged in the National 
Healiti Policy can be made operative in the case of other health 
related sectors. 
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5. THERE SHOULD BE AN EQUITABLE DISTRIBUTION OF HEALTH 
RESOURCES AMONG THE ALL SECTIONS OF POPULATION 


9.1 There should be equitable distribution of health resoruces. 
The States can have reasonable satisfaction, in so far as creation of 
network of health service institutions are concerned. As per the goal 
set for the Seventh Five Year Plan. the following facilities are to be 
provided. In the villages for a population of about 1000 there will be 
two voluntary health functionaries, i.e. one Health Guide and one 
Trained Dai. There will be one sub-centre manned by two 
multipurpose workers for every 5000 population in the plain and for 
3000 population in difficult terrain, one new primary health centre 
per 30,000 population, one community health centre per 1,00,000 
Population providing . specialists services as an adequate back- 
Up referral support. The States have moved forward courageously 
to fill in the above planned network of health service centres in the 
country. However, the pace of this march forward needs to be 
accelerated for ensuring an equitable distribution of health 
resources uniformly for the entire population of the country. There 
are significant Statewise differentials in the achievements, 


Spy Based Upon the reports and returns availabile in the Ministry, 
No definitive statement can be made about the progress of 


5.4 On reviewing the village level situation with 

~ respect to the Progress in 
Village Health Guides (VHGs), the returns indicate a mixed picture. abies Available 
Among the 17 major States, 10 States indicate a shortfall of trained Trained Health 


VHGs in the year 1985-86. This shortfall is com i ighi 
‘ paratively highinthe 
States of Bihar and Karnataka. ion — 


m5 In So far as the training of the traditional Dais is concerned, Progress in 
practically all the States reveal a need to take up this programme Making Available 
more serious manner to meet the set targets of 1986-87. The Trained Dais 
progress of this in the States of Madhya Pradesh, Karnataka, 

Tripura, Gujarat, Orissa, Punjab, Rajasthan and Maharashtra seems 

to be slow. The States of Himachal Pradesh (37 per cent) and 

Haryana (31 per cent) show a moderate achievement in this regard 

against the target of 1986-87. In case of Uttar Pradesh this 

achievement is 57 per cent. 


The above figures clearly indicate that practically all the States 
have to put in concerted efforts in this direction. 


5.6 Establishing a network of service centres is only the first step Statfin 
towards ensuring universal and equitable primary health care for mia a in 
the people. Equally important in this regard, is the question of PHCs in States 
Staffing these service centres as per the planned programme. . 


5.6.1 On the basis of observations of the officials of the Ministry and 
the Planning Commission, the postion in this regard can be said to 
be satisfactory with a possibility of marginal improvement in several 
cases. At the national level, there is a shortfall of 14 percent of the 
doctors at PHCs against the sanctioned positions as on 31st 
December, 1986. Taking the example of Third Medical Officer in 
PHCs in different States, the picture seems to be as follows: in the 
States of Bihar, Haryana and Maharashtra this position is 100 per 
cent filled, as against the sanctioned posts as on December, 1986; in 
Assam and Rajasthan this position is nearly 100 per cent filled. The 
position of Third Medical Officer is partially filled in the States of 
West Bengal (58 per cent), Himachal Pradesh (57 per cent), Uttar 
Pradesh and Andhra Pradesh (37 per cent each), Madhya Pradesh 
(32 per cent), Karnataka and Punjab (29 per cent each) and Orissa 
(25 per cent) as on December, 1986. 


5.6.2 Another example may be taken into consideration is the = Staffing 
position of MPW(F)/ANM at the sub-centre level. Ason December, = Position al 
1986, there are 90719 sub-centres functioning in the country. IN = Sub-centres 
these subcentres there is aseven percent shortfall of the position of in States 
ANM in the country. State-wise variations in regard to the filling up 

of the position of ANM are quite revealing. In the State of Tripura, 

more than 50 per cent sub-centres are functioning without ANM 


Position of 
Multi-purpose 
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in position Similarly, in the States of Bihar anc 
Nagaland, one fifth of the sub-centres are functioning without thi 
staff in position. There are also some amount of shortfalls in filling 
the positions of ANM in the States like Madhya Pradesh (16 pe 
cent), Andhra Pradesh (10 per cent), Assam (8 per cent), Orissa ( 
per cent), Haryana (6 per cent), Uttar Pradesh (5 per cent), anc 
Himachal Pradesh (4 percent). As sub-centres are the first points 
of contact with the people for delivering primary health care, the 
need to fill in the planned posts at the sub-centres in the country 
becomes very Critical. 


5.6.3 The State-wise distribution of the position of the middle leve! 
Supervisors such as the LHVs or Health Assistants reveals the 
following. In the States of Gujarat, Madhya Pradesh, Uttar Pradesh 
and Punjab 100 per cent positions are filled in. In the States of 
Andhra Pradesh, Himachal Pradesh, Karnataka, Sikkim and Tamil 
Nadu, more than 80 per cent LHV positions are filled in. This picture 
is appreciably good in the States of Bihar (79 per cent), Nagaland 
(67 per cent) and Orissa (72 per cent). There are shortfalls in 
Haryana (55 per cent), Assam (53 per cent) and Kerala (45 per cent) 
and in the State of West Bengal more than two thirds (69 per cent) of 
the LHV posts are lying vacant. 


6. QUALITY AND QUANTITY OF PRIMARY HEALTH CARE SERVICES 
PROVIDED BY EXISTING HEALTH SERVICE NETWORK 


6.1 Creation of a viable health service centre network and staffing 
it with appropriate manpower is only half of the story. It is the other 
half, consisting of the reach of these health resources created and 
the quantity and quality of primary health care rendered, which 
ultimately counts in meeting the health needs of the people and in 
raising their concern about healthy life. It is the latter half which 
helps in improving the credibility and image of the primary health 
care services in the eyes of the people. It is here that the working of 
the entire primary health care system is questioned by several 
research studies and by the knowledgeable informed group of 
people consisting of planners, administrators and scholars. 


6.2 A widely prevalent views, which is based upon the opinion of 
the beneficiaries of the health services, holds that the quality of 
medicines provided in the government system free of cost is 
considered as very poor. The doctors and para-medica! workers 
also have complained of out-of-date and poor quality of medicines 
supplied to PHCs and sub-centres. On the spot check up of 
medicines and drugs at PHCs and sub-centres have revealed 
chronic shortage of essential drugs and surplus of non-essential 
medicines having little relevance tothe specific morbidity pattern of 
the area. One of the studies has highlighted following important 
problems in the supply of medicines at the PHCs. 


a. Inadequate budgetary provisions for drugs. The provisions of 
Rs.0.50 per out-patient was fixed in early 1970s and has not been 
revised since then. 

b. Longer lead time taken in the supply of drugs. 

Cc. Supply of sub-standard drugs. 

d. Shortage of dressing material. 

e. Supply of time-expired drugs. 


f. High preference of rural people for injectables 


Q. Erratic supplies. 
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6.3 In case of several States, the problem of maintaining effective 
cold chain seems to be persisting. This raises several questions 
regarding the potency of vaccines and some drugs. Mostly, the 
refrigerators provided to the PHCs were found to be not in working 
order. In some cases the EPI programme workers were not 


Sterilizing the needles, syringes, etc. 


In brief, a very Critical issue for consideration of this conference 
would be how the quality and image of services rendered by the 
country’s primary health care system can be improved and a good 
image of appreciation is created amiong the masses about the 
services, drugs and medicines provided by the country’s health 
service system. 


7. QUTREACH OF THE EXISTING PRIMARY 
HEALTH CARE NETWORK 


7.1. The whole concept of infrastructure for primary health care 
services in Our Country revolves around two major components of 
Static service centres in the form of the PHCs and sub-centres and 
providing of extension services to the villages and individual 
families through planned and continuous visits to villages and 
individual families by the doctors and para-medicals. According to 
studies of the Administrative Staff College, Hyderabad (1983-84), 
Operations Research Group, Baroda (1986) and the National 
Institute of Health and Family Welfare, New Delhi (1984-85), 
conducted in the States of Orissa, Bihar, Himachal Pradesh, Gujarat 
and Madhya Pradesh, the outreach or the extension part of the 
primary health care system seems to be very poorly implemented. 
Various reasons cited in the studies identify the problems of 
transport, the provision of inadequate and delayed payment of 
TA/DA to the staff, the lack of residential accommodation and the 
interest in doing private practice as some of the main factors 
responsible for this. It is pointed out that even the sub-centre staff 
do not go to the villages for making home visits because they have 
also started doing private practice or some independent business 
following the examples of their supervisors and the PHC doctors 


7.2 Practically all the studies carried out in different States bring 
Out very forcefully the lack of number of required vehicles, 
inadequate budget allocation for POL and repairs, and improper 
use of vehicles for purposes other than visiting the sub-centres and 
villages for providing extension services. It is indicated in the 
studies that the interest in private practice also acts as an important 
obstacle in this. In some of the States the difficult physical terrain 
further complicates the question of mobility of the workers. 


7.3. The extension part of the primary health care is very crucialas 
Only its effective operation can ensure proper contact, rapport and 
health education between the receivers and providers of health 
care. There are several instances where potential beneficiaries have 
failed to identify their assigned health workers and providers of 
MCH services. Lack of mobility is also cited as one of the reasons for 
ineffective referral system. 


It is, therefore, quite relevant for this conference to consider 
ways and means for supplementing the existing capacities of the 
health system for the mobility of health personnel 
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8. PLACE OF REFERRAL SYSTEM IN PRIMARY 
HEALTH CARE 


8.1 The health care measures, formulated and implemented in the 
successive Five Year Plans of the Nation, have generally been based 
on the approaches recommended by the Bhore Committee (1946) 
and the Mudaliar Committee (1961). To put it briefly, the Bhore 
Committee had put great emphasis on the principle of 
regionalisation of health care services with appropriate referral 
systems. The new health policy confirms the trend in favour of 
restructuring the health services emphasising the preventive and 
promotive health linked to a hierarchy of referral services and 
integrated with human development and poverty alleviation 
programmes. in a developing country, like India, with finite 
resources, low plan budgetallocations, and increasing emphasis on 
primary health care in rural (including tribal and hilly) areas, we 
have not yet developed an adequate and operational system of 
referral services. In fact, this is the weakest link in the government 
health services infrastructure. 


8.2 According to some experts, the status of referral system in the 
country as well as in all the States is as reflected below: 


a. The referral system is Practically non-existent in health sector. 


b. The linkages among the different levels of the vast health 
infrastructure are on Paper only. 


G. The sub-centre is the first contact point in the health system 
infrastructure, and it should be properly linked with higher levels 
for providing referral Support. 


9. MANPOWER DEVELOPMENT 


9.1 In attaining the goal of Health For All (HFA) by 2000 AD 
through primary health care, the role of existing large manpower 
would be crucial. The success would largely depend upon our 
efforts in developing this human resource so as to enable it to 
deliver the targetted health services more skillfully, more 
effectively, and with a sense of commitment and pride. 


92 The Seventh Plan assigns priority to promote continuing 
education for all categories of health staff. It has been envisaged 
that the schools or colleges imparting basic education to health 
personnel would undertake the responsibility for continuing 
education as well, but no concrete steps have been initiated so far. 
Every thing appears to be still in the planning stage. Even the 
facilities and faculty in these schools require augmentation, 
strengthening and reorientation. 


93 Moreover, in the country there is a huge education/training 
infrastructure. These function quite in isolation and there are no 
functional linkages between this infrastructure and the programme. 
There has been little and inadequate effort to network the training 
infrastructure and monitor its progress. It is imperative that State 
health manpower planning and development cells/units be started 
immediately. The State officers responsible for training are multiple 
and have no coordination. The training information system is too 
weak or does not exist. The problems of the faculty of the training 
centres, their stagnation, low status, quick turnover, lack of proper 
leadership, inadequate facilities and poor coordination with the 
field practice and demonstration area (PHC), apathy of most of the 
CTls to assist and provide guidance to them and lack of State 
authorities’ appreciation of the training as an input to growth and 
development are some of the problems to which the Centre as well 
as the States need to give immediate attention. Furthermore, due to 
almost total apathy of District level officers to training under MPW 
scheme, the integration of health and family welfare programmes 
has not occurred. 


94 Some other issues of importance for developing appropriate 
and efficient health manpower are listed below: 


i The health manpower has undergone a process of extension 
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Efficient and expansion. It needs consolidation to suit ing yea 
Health Manpower integrated health care delivery system and primary he 
care approach. 


|. Emerging new programmatic thrusts and health needs 
require new categories of health personnel. Adequate 
advance planning and coordination for their training is 
required. 


ili. There is a need to coordinate and develop functional linkages 
between health services and health manpower 
training/initiatives. | 


iv. The process of health manpower development has been ag- 
hoc and not very rational due to less Concern shown by the 
State for the human resources development. 


v. There has been little appreciation for health manpower 

evelopment asan integral part of the health services. Thereis 

great imbalance and lack of Coordination among its three 
aspects of planning, production and utilisation. 


vi. There is imbalance between the production of medical 
manpower and other health manpower consisting of 
Paramedicals and health auxiliaries. 


vii. There is almost no training. information and monitoring 
system in existence in the States. 


Vill. Unfortunately, the training institutions for the para- 
professionals are most neglected, uncared for and are getting 
step-motherly treatment in Practically all the States. 


ix. There is need to formulate a training policy and schedule to be 
followed Strictly to avoid under-utilisation of training 
infrastructure. Greater appreciation of training as a growth 


input seems to be necessary in case of Practically all the 
States. 


x. Training contingency fund provided to PHCs for the training 
of Health Guides and Dais. is Not utilised properly and in 
certain States, it is used for different Purposes. 


xi. States May consider INVOlving Non-governmental 
Organisations for training Purposes. 
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10. SOCIAL ORIENTATION FOR HFA PRINCIPLES AND STRATEGIES 
TO OFFICIAL AND NON-OFFICIAL WORKERS 


10.1 It is necessary to ensure that health manpower and health 
leaders at all levels are socially motivated to render community 
health service. This leadership development for HFA has yet to take 
shape and become movement to develop health manpower 
committed to social equity, accessibility and accountability to the 
community. 


10.2 The proposed efforts for HFA leadership development are in 
the right direction. Unless the vast category of leaders from political 
levels, from within the health system and at the community levels 
are sensitised to promote the concept of primary health care and 
have a true social orientation for committed and sustained efforts, 
the goal of HFA would remain a dream. Leadership development 
would provide Opportunities to acquire and develop proper 
attitudes and create critical mass among people from different 
social levels and interest groups to join hands for mobilising the 
community to utilise health facilities optimally and develop self- 
help attitude for health care. 


10.3 The prevailing policies regarding education and training of 
medical and health professionals at various levels have resulted in 
the development of acultural gap between the people and providers 
of health care. The scheme of ROME was introduced in medical 
education with the objectives of introducing community bias in the 
training of medical students with emphasis on preventive and 
promotive services and enabling the medical college and its faculty 
to become an integral part of the comprehensive health care 
delivery system and do away with their isolation. It should be a 
matter of concern to the States to note that the scheme has not 
been implemented in the desired spiritand its objective could not be 
achieved. Therefore, there is a lack of social orientation of medical 
and health professionals. They find themselves utterly inadequate 
for serving in rural areas. It leads to lack of commitmentto the health 
care programmes at all levels. Additionally, there is no support for 
community health practice and development of rural FPDAs for in- 
service and basic training of the HAs and HWs (M&F). 
Consequently, even the training of HGs and trained Dais remain 
largely curative, institutionalised within PHCs and isolated from the 
community. This affects the quality of their performance and makes 
the workers more Clinic oriented rather than community oriented 
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ROLE OF VOLUNTARY/NON-GOVERNMENTAL ORGANISATIONS 


A IN ACHIEVING GOALS OF HFA 


11.1 In order to achieve the goals set forth for Health For All, 
governmental efforts alone will not be sufficient. It is. therefore. 
necessary that more and more collaboration and involvement of 
voluntary organisations may be evolved for providing primary 
health care services. Already a large number of voluntary 
Organisations are working in the field of health and have added 
family planning as an additional component in recognition of its 
importance. Some of the organisations/agencies have carried Out 
family welfare activities consistently for many years, using their 
Own funds or from Government of India assistance under various 
grant-in-aid schemes. The range of activities of these Organisations 
cover information, education and motivation, services (Clinical 


Society, All India Women's Conference: Indian Medical 
Association; KEM Hospital in Pune, Family Planning Association of 


12. POLITICAL WILL AT ALL LEVELS OF PROMOTION OF 
HEALTH AND FAMILY WELFARE 


12.1 The approval of the National Health Policy and Family 
Weltare Policy by the Nation's Parliament representing various 
political parties in the country is indicative of supportive and 
favourable political climate for the health programmes. Abouta 100 
fold increase - from about Rs.650 millions during the First Plan to 
Rs.66480 millions for the Seventh Plan - for health and: family 
welfare programmes is another positive indication of the Ruling 
Party's concern and commitment to these programmes. 


12.2 The per capita expenditure on health and family welfare also 
indicates a similar rising trend. In the year 1982-83, the per capita 
expenditure at national level for health was around Rs.33 and for 
family welfare it was around Rs.4.3°. However, the differentials in 
per capita expenditure, among the various States, is very high. In 
case of health, it ranges from about Rs.16 per head in Bihar to 
Rs.314 per head in Nagaland according to the figure of 1982-83. In 
case of several States, like Andhra Pradesh, Assam, Gujarat, 
Haryana, Karnataka, Kerala, Madhya Pradesh, Maharashtra, Orissa, 
Punjab, Tamil Nadu, Uttar Pradesh and West Bengal, ‘this 
expenditure is less than Rs.50 per head, While the per capita 
expenditure has certainly increased over the years, there seems to 
be some scope for considering possible increase in this expenditure 
in view of the health status and needs of the citizens of these States. 
The favourable political climate need to be systematically used for 
this purpose. 


123 A need is also indicated for involving more and more the 
middle level and the grass root level political cadres in the planning 
and implementation of health and family welfare programmes. 
Studies carried out in Bihar, Gujarat, Orissa, Madhya Pradesh 
indicate that the political cadres are negatively interfering with the 
operation and implementation of the health programmes by 
influencing transfers, posting, administrative enquiries, etc. This 
negative involvement of political cadre of the middle and grass root 
levels needs to be given a positive direction through planned 
strategies of the State levels administrative health bureaucracies. 


‘Health Information of India, Central Bureau of Health Intelligence, 


Directorate General of Health Services, New Delhi, 1986. 
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13. UTILIZATION OF EXISTING HEALTH SERVICE NETWORK 


13.1. Studies carried out in Bihar, Madhya Pradesh, Himachal 
Pradesh, Gujarat and Orissa indicate that there is a large scope for 
improving the utilisation of PHCs and sub-centres. It was found that 
invariably the beds in the PHCs remained underutilised and the 
OPD attendance ranged anywhere from 15 to 50 per day. Further, 
the studies revealed that a large Proportion of these beneficiaries 
resided within a radius of 4 to 5 kms. of the PHC. 


13.2 This underutilisation was found to be a cumulative result of 
several factors operating in the PHC Organisation. Although the 
PHCs are normally expected to provide services around 6to7 hours 
a day, the availability of doctors during these hours varied greatly. 
In Bihar, it was found that the duration of availability of atleast one 
doctor at the PHC ina day was around two hours. This limited 
availability was made further ineffective as even for these hours 
there was no fixed time and hence, the patients were never sure 
when the doctor would be available. In Himachal Pradesh, the 
Situation was better and at least one doctor was always available to 
run the OPD throughout the OPD working hours. Availability of a 
doctor in the PHC of Gujarat was found to be around three hours. 


13.3. It has been observed by several health administrators thatthe 


14. MATERNAL AND CHILD HEALTH 


14.1. MCH and Family Planning (FP), in the Indian Health context, 
constitute the central core of the primary health care services in the 
country. These services are predominantly preventive and 
promotive in nature. MCH was integrated with family planning inthe 
Third Plan and was emphasised as the main thrust in the Fifth Plan. 
This plan consists of an integrated package of MCH, FP and 
Nutrition. Here, it is important to note that child survival is directly 
linked with woman's status and female literacy. 


14.2 Infant Mortality Rate is universally treated as avery sensitive 
and reliable indicator of general health. As already stated earlier, as 
a result of high concern and priority shown to MCH programmes by 
all the States, there has been a perceptible fall in the infant mortality 
rate at the national level. This has been reported to be around 95 in 
1985. However, a Statewise analysis of this downward trend shows 
wide variations giving cause to the legitimate concern for 
performing better. In the year 1982, the States of Uttar Pradesh, 
Madhya Pradesh, Bihar, Gujarat were registered as four highest 
IMR States having IMR of 147, 134, 112 and 111 respectively. As 
against this, the States of Punjab (75), Maharashtra (70), and Kerala 
(30) ranked as the three ‘lowest IMR States’. The critical infant 
mortality belt consisted of the States having an IMR more than 90, 
namely Uttar Pradesh, Madhya Pradesh, Bihar, Gujarat, Rajasthan, 
Assam and Haryana. Similarly, there is a considerable inter-State 
variation in child mortality, with Uttar Pradesh, Gujarat and 
Rajasthan recording highest as against Kerala having the lowest 
child mortality. Deaths due to neo-natal tetanus were one of the 
highest in the rural areas of Uttar Pradesh followed by Madhya 
Pradesh, indicating that most mothers in these States were not 
immunised by tetanus toxoid. 


143 Malnutrition is closely related to infant, child and maternal 
mortality rates. According to a study of the National Nutrition 
Monitoring Bureau, highest percentage of severe malnutrition In 
children was found in Gujarat (10 per cent), followed by Orissa, 
Uttar Pradesh and Tamil Nadu. 


14.4 Malnutrition in mothers is another area which needs a closer 
attention by several States. All over the country, about 50 per cent 
women in general and about 70 per cent during pregnancy suffer 
from anaemia. A study of poor women in India from rural areas and 
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urban slums shows that they live in calorie deficit of more than 7? 
K. Cal. per day during pregnancy. There is substantial evidence fe) 
show that with a modest supplementation of food there - a 
Statistically significant rise in birth-weight of the newborn. he 
nutritional well being of the pregnant mothers I'S the most decisive 
factor in preventing low birth weight and the optimum birth-weight 
is a most important factor in chances for child survival. 


145 With a few exceptions, a large number of deliveries in rural 
areas are being conducted in homes with the help of family 
members, relatives or untrained tradit »nal dais. Inspite of having a 
sufficiently strong force of ANMs, LHVs and trained dais. a 
significant dent in this area is yet to be made in several States 


14.6 In rural areas of Uttar Pradesh not more than 5 per cent 
deliveries occur in health centres and about 10-15 per cent are © 
attended by the HWs. In Haryana, Rajasthan, and Uttar Pradesh. 
about 95 per cent deliveries are done at home and more than 40 per 
cent are conducted by untrained dais and the family members. More 
than 70 percent of time unclean knife or Sickle is used for Cutting the 
cord. It has been observed in the studies that there is no difference 
in deliveries being conducted by the trained and untrained dais and 
the ANM in home as ANMs are no better equipped than the dais. 
Even inurbanslums of Delhi, 71 per cent of deliveries are conducted 
at homes and 75 per cent are delivered by untrained dais. 


14.7, Most States do not have more than 60 per cent ante-nata! 
coverage. In Rajasthan, an ANM May cover only 25 per cent 
population of a Ssub-centre, hence ante-natal coverage may be 10- 
15 per cent. In urban slums of Dethi the coverage ranges from 11 pe 
cent to 37 per cent. The Proportion of women who had received 


14.9 The rural areas of Rajasthan and Uttar Pradesh show a Poor 
coverage with DPT and Polio as low as 10-12 per cent, with a drop Immunisation 
Out rate of 40 per cent. Similar is the picture in the urban slums of Coverage 


Delhi where coverage is about 20-35 per cent. The TT coverage to 
pregnant mothers is also aslow as 12 per cent. In the States of Bihar, 
Madhya Pradesh and Rajasthan only about 7 to 10 per cent of 
women received TT immunization during pregnancy. Regarding 
iron and folic acid supply, only about 5 per cent of the women 
reported receiving these in the above States. In these three States 
the immunization of the youngest child was also reported to be very 
poor. Protection by BCG was reported to be 5 to 12 per cent by 
tripple antigen by 4 to 9 per cent and by polio 4 to 7 per cent. Only 
about 8 to 10 per cent children had been given Vitamin ‘A’. In rural 
areas of Haryana BCG coverage was recorded 57 percent, OPT 46.5 
per cent and polio 62 per cent. 
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15. FAMILY PLANNING 


15.1. Ingiving highest emphasis and priority to the family planning 
programme (FPP), the country’s health policy has fully recognised 
the importance given to promotive and preventive aspects of 
Primary health care as outlined in the guiding principles of 
achieving HFA goals. 


15.2 The National Health Policy has committed all the States the 
goal of achieving of NRR-1 in the country by the end of the century 
In terms of birth rate it requires the national birth rate to be 21 and 
effective couple protection of 60 per cent of eligible couples. It is 
very heartening to note that inspite of heavy constraints and 
problems, practically all the States are endeavouring their utmost to 
reach the national targets. As aresult, the birth rate has come down 
to 32.7 in 1985 from around 35 at the time of framing the health 
policy. While this certainly is some achievement, it fails to reassure 
Our reaching the goal by the year 2000. The pace of reduction in 
birth rate is simply too slow and uneven. It varies from State to State 
Suggesting a need for all the States to uniformly work still more 
harder in the immediate future. Each State can reasonably well 
assess the required hard work necessary for it to put into this 
programme on the basis of its birth rate figures for 1985 as per SRS 
estimate. 


ESTIMATED ANNUAL BIRTH RATES - 1985° 


States/Union Territory Birth States/Union Territory 


Rate 


STATES: UNION TERRITORIES 

Andhra Pradesh 29.3 A&N Islands 283 
Assam 34.3. Arunachal Pradesh 34.1 
Bihar 37.6 Chandigarh 245 
Gujarat 32.7 Dadra & Nagar Haveli 36.9 
Haryana 35.5 Delhi 32.5 
Himachal Pradesh 30.2 Goa, Daman & Diu 191 
Jammu & Kashmir 32.9 Lakshadweep 35.0 
Karnataka 29.0 Mizoram : 
Kerala 22.9 Pondicherry 222 
Madhya Pradesh 38.8 

Maharashtra 28.9 

Manipur 27.5 

Meghalaya 39.1 


Nagaland 248 
Orissa 30.3 
Punjab 287 
Rajasthan 39.2 
Sikkim 33.1 
Tamil Nadu 248 
Tripura 27.1 
Uttar Pradesh 37.6 
West Bengal 28.6 


ee ee 
INDIA 


ee 
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"Rates are based on SRS data of continuous enumeration and six 
monthly cross-check survey. 


15.3 The above data show that eight major States of Kerala, The Country's 
Karnataka, Maharashtra, Manipur, Nagaland, Punjab, Tamil Nadu Targets of CBR 
and Tripura are most likely to reach the targetted birth rate of 21, Reduction by 
provided they maintain the present vigour, tempo and commitment 2000 Year, is 


for the Family Planning Programme. These States give aray of hope 
and reassure all the others that the target of birth rate fixed forthe 
country for the year 2000 is practical, feasible and possible to be 


Possible and 
Practical to 


achieved in the given the existing pattern of health infrastructure ncmeve 
and financial resources. These States also, indicate that the existing 
socio-economic situation is nota very difficult problem in the way of 

people accepting small family norm if they are properly 

approached, informed and provided with excellent family planning 

services. 

15.4 All the remaining States and particularly those which have — Need to 
even not reached the 1985 national birth rate of 32.7 e.g. Assam, Work More 
Bihar, Haryana, Jammu and Kashmir, Madhya Pradesh, Meghalaya, —_—- Vigorously 
Rajasthan, Sikkim and Uttar Pradesh need to immediately generite — for Raising 
and commit a much higher level of enthusiasm and cnergy So as to Age at 
make their expected contribution to the national goal. In practically Marriage 
all the States concrete steps need to be planned and mmplemented 

for rarsing the age of marriage and promoting spacing methods. 


15.5 Realising the urgent need of accelerating family planning 
performance, the Central Councils of Health and Family Welfare 
(1985) strongly urged to promote spacing methods in a big way so 
as to recruit younger couples with low parity as acceptors of family 
planning programme. It observed that the programme since its 
inception due to several administrative and technical reasons have 
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remained concerned with terminal methods. As the terminal 
methods are accepted by couples of higher parity, the demographic 
impact ts less inspite of the increase in the couple protection rate. 


15.6 Studies have also shown that short birth interval is associated 
with high infant mortality and infant mortality is found to increase 
with birth order. In view of the importance of birth interval for child 
Survival and mothers’ health, as well as to meet the contraception 
needs of the younger couples who are not yet ready to accept any 
permanent method, there is an urgent need to promote spacing 
methods. For promoting Spacing methods a Strategy was developed 
by an expert committee appointed by the Ministry of Health and 
Family Welfare underthe chairmanship of the Director, NIHFW. The 
action plan of the committee was approved by the government and 
sent to all the States for speedy implementation. 


15.7 Inspite of repeated suggestions made by the Centre to the 
States, there has not been any perceptable change in the form of 
increased use of spacing methods in any State. There seems to be 
several problems and difficulties in Promoting spacing methods. 
These may be considered in this conference so that spacing 
methods can be made Popular among younger couples. 


15.8 An impression is being created that because of priority on 
family planning the entire multifaceted integrated Primary health 
care programme has become an unipurpose programme of family 
welfare. In-depth studies have revealed that such an inference 


Programme. In such cases, rewards, Punishments, reports, 
SUPErvisions, monitoring and evaluation all are exclusively 
concerned with family planning. Corrective administrative and 
Programme implementation steps need to be taken so as to 
appreciate that ‘priority’ does not mean treating family planning as 
the only programme under Primary health care. 


16. HFA DEVELOPMENT IS BASED ON SELF-DETERMINAT 

SELF-RELIANCE OF THE INDIVIDUAL AND THE i ae 

COMMUNITY PARTICIPATION ENCOURAGING THE PEOPLE TO ASSUME 

GREATER RESPONSIBILITY FOR THEIR OWN HEALTH WOULD BE 
CRUCIAL FOR SUCCESS 


16.1 Primary Health Care service and extension network, as a 
result of the substantial investments of the States and the Centre 
over the past 30 years, has grown into one of the largest 
development systems reaching into the remotest and most difficult 
areas and communities of the country. In terms of the manpower, 
the levels and variety and types of programmes, it ranks only next to 
the existing education and agricultural service networks. But 
unfortunately for us, due to several reasons, the health services 
network today enjoys far less credibility; its relevance to the health 
needs and problems of the people is uncertain; its achievements are 
meagre; it is largely underutilised by the intended beneficiaries and 
there is general lack of commitment and dedication to health goals 
among its large bureaucracy and staff workers. This is largely 
because it has become a closed system looking inward and serving 
in almost complete isolation of the people and the communities. 


16.2 Witha view to effectively minimise these limitations and build 
positive interface with the intended beneficiaries, the concept of 
primary health care gives a great emphasis on community and 
people’s involvement and participation in the country’s health 
programmes. 


163 Itis known and accepted by all thatthe present health system 
fails to give attention to preventive and promotive aspects of health. 
This is primarily because of the fact that while preventive and 
promotive aspects of health are largely individual- and community- 
based, the country’s health care system is cure oriented depending 
upon curative interventions of doctors and health workers. The total 
health care need of any population can be thought of as having 
three distinct tiers. The first tier consisting of preventive and 
promotive health aspects requiring the concern and involvement of 
the individual and communities in favour of improved healthy 
practices aS a way of life. Here, the highly specialised medical 
intervention of doctors is least required. 


As opposed to this, the third tier consists of a situation where 
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tne individuat or the community can Go little and the medical 
intervention is the only possible action required to meet the 
Situation 


In between these two tiers, the second tier can be conceived of 
health care situations requiring a partnership between the medical! 
intervention of the specialists and active involvement of the 
community and its individual members. In other words. almost half 
of the health needs are individualand community based and, can be 
taken care of, if the people are adequately guided and involved in 
the nation’s existing primary health care programmes. It is because 
of this practical consideration, this approach gives highest 
emphasis on people’s and community's involvement in health 
programmes. 


16.4 Tne National Health Policy urges upon all of us to make 
health and family planning a people's movement. Forthe success of 
primary health care, community involvement and participation will 
be most vital. So far meaningful community participation in various 
Programmes has been largely lacking, except in certain parts of the 
country where village panchayats and voluntary agencies have 
taken some interest. 


16.5 Ideally, true Participation means that the people should be 
knowledgeable about their health problems; they should identify 
the needs, draw out plan of action according to the priority and the 
resources available, organise and implement programmes, monitor 
and control the progress, and periodically evaluate and to do the 
reprogramming. Initially, there may be passive involvement which 
has to be gradually and progressively made more active 
Participation. Some of the recent developments would be 
conducive to increasingly greater Participation of the community in 
the health care programme. The Health Guides and the trained Dais 
are local people. With the activation of the village health 
committees, mahila mandals, youth clubs etc.. it should be possible 
to get greater active Participation of the community. The 


16.6 Some of the advantages of community participation which 
may be emphasized are as follows: 


a. 


Experiences have clearly demonstrated that community 
Participation can significantly contribute to bringing about 


general developments and to the health development in 
particular. 


. It increases the understanding of the users - perspective in 


the management of health. It also renders the services more 
accessible and acceptable to the people. 


. It promotes and strengthens self-reliance in matters of 


delivery of health services. Participation also develops a 
sense of responsibility for the health care programme. 


It can also bring down the cost of the health care, as the 
indigenous knowledge and local resources are utilised by 
the community. 


For the preventive and promotive aspects of primary health 
care, the people in the community have to play the main role. 


It is important to recognise that the integration and 
coordination of different sectoral activities necessary for 
making adequate and sustained impact on health, can be 
brought about only at the community level and through 
community actions and organisations. 


16.7. Community participation calls for decentralisation of power 
and authority and sharing the same with the people and their 
organisations. This sharing has to become a reality at all the stages 
of planning, implementation and evaluation of the health 
programmes. This conference needs to deliberate on different ways 
and means of making people as active partners in all the health 
activities. This is necessary to do away with the existing discord 
between the two different images of health system prevailing 
among the providers of services and the receivers of health 
programmes. 
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17. MANAGERIAL PROCESSES AND MANAGEMENT DEVELOPMENT 


-17.1| The area of management has been identified as one of the 
most crucial lacunae in the existing health care system. The 
concept of HFA through primary health care recognises this 
deficiency and provides for strengthening of managerial processes 
as One of the essential supporting activities for reaching its goals. 


17.2 Management is a process for purposeful and effective 
utilisation of resources - the manpower, material and money, for 
accomplishing a predetermined objective. The managerial 
processes involve the following steps: 


. Situatioinal analysis; 

Policy formulation: 

. Setting goals/objectives/targets: 

. Framing of strategy; 

. Making Plan of Action: 

. Broad programming; 

. Budgeting; 

. Detailed programme: 

. Implementation-organisation of resources, and initiation 
and directing of activities: 

J. Monitoring and control: 

k. Evaluation and feedback and reprogramming; 

|. Proper information Support is needed for all these steps. 
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In the organisation and development of national health care 
delivery system, the application of different components of the 
above mentioned managerial processes will vary with different 
categories of personne! working at different levels. 


According to this concept, besides improving the managerial 
Capabilities of the manager, management practices and culture of 


the organisation or the system are also to be changed and 
improved. 


17.4 Administrative Staff College, Hyderabad, identified the 
following as some of the important management needs and 
problems in the health System of the State of Orissa: 


i. Reluctance to accept and exercise the managerial role. The 
transition from a technical and advisory role to a managerial 


and decision-making one has not been fully accepted. This’ 


has been in a large measure due to an inadequate 
understanding of management and the consequent dis- 
comfort in exercising its principles and techniques. 


ii. The policies, procedures and functioning of the Department 
in particular, and the State Government as a whole need to 
_be understood by all the workers in the programme. This 
can = out forcefully in the interviews with the senior officials. 
Those who had at their own initiative understood the 
functioning of the Department and the Government, its 
formal and informal systems, invariably were the more 
effective managers. Even routine things like personnel 
policies and financial procedures were not extensively 
known. 


iii. Interpersonal relationships were poorly handied. Since most 
of the managerial decisions and transactions were inter- 
personal, this had a major negative impact. To some extent 
these have to be taken care of by organisational changes, 
but even with an ideal structure and clarity of roles, conflict 
is inevitable, and can only be dealt with at an interpersonal 
level. This includes public relations and community 
interactions. 


iv. The management of materials drugs, vehicles and 
equipment need to be considerably strengthened. Changes 
in procedures will help but if the recommendations that we 
make in this regard are accepted, a greater knowledge of 
some of the principles and practice of Materials 
Management will have to be understood at all levels. 


17.5 Looking into the size of health system organisations; the 
varied nature of health programmes; wide range of medical 
specialities and number of paramedical persons; and the huge 
amount of financial materials and resources inputs normally used in 
‘various States, it becomes necessary that effective and result 
oriented management skills and techniques are used for running 
efficiently and effectively this huge primary health care system in 
various States. Perhaps, it may be necessary to discuss how this gap 
can be filled in and on a very high priority basis. 


17.6 At present in several States both the approaches of 
multipurpose and unipurpose vertical programmes exist side by 
side. Organisationally in terms of administration, Supervision, 
monitoring and evaluation, this has created chaotic conditions. 
There is less coordination within the functionaries working in the 
health system. There is overlapping of roles as well as presence of 
role conflicts at all the levels.. 
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18. CONCLUSION - SOME RELEVANT ISSUES DEMANDING IMMEDIATE 
CONSIDERATION AND SOLUTION FOR REACHING HFA GOALS 


18.1 In several states, the PHCs and sub-centres are now being 
established and staffed as per the planned targets for 
disadvantaged population groups. There is a need to consider how 
the difficulties faced by the states can be overcome and the pace of 
providing necessary infrastructure for the disadvantaged groups of 
population can be accelerated. 


18.2. It has been observed by knowledgeable persons that the 
required levels of coordinated efforts with such health related 
sectors as nutrition, education, environment and sanitation do not 
exist in the states. The states need to consider how coordination 


" mechanism as envisaged in the National Health Policy can be made 


Operative in the case of health related sectors. 


18.3 Shortfalls in establishing upgraded PHCs, in most of the 
States, needs to be looked into so that fixed targets can be achieved. 


18.4 In some states there are shortfalls in so far as the trained 
Health Guides, Dais, ANMs and LHVs are concerned. Reasons for 
these shortfalls may be looked into with a view to overcome the 
Same as early as possible. 


18.5 According to the findings of several studies there seems tobe 
a universal problem of inadequacy of medicines and drugs in the 
PHCs and sub-centres. Several doctors and workers have reported 
to the investigators about the poor quality of medicines. It has also 
been noted that in the PHCs and sub-centres there is often an 
excess of non-essential drugs and acute scarcity of essential 
medicines. This also poses the question of logistics and supply 
management of need-based drugs, pharmaceuticals etc. to the 
PHCs and sub-centres. The delegates may consider the ways and 
means for overcoming these deficiencies. 


18.6 The universal immunization programme is catching tempo in 
all the states. Because of the accelerated pace of this programme 
several states are facing problems in maintaining cold chain. It is 
likely that in some states the targets for immunization may be 
achieved, but the impact may not be there because of poor cold 
chain facilities resulting in loss of potency of the vaccine. In order to 


avoid this contingency the delegates may consider how the cold 
chain can be effectively maintained. 


18.7 Repeatedly several studies have brought out the fact that the 
out-reach of existing health services in the states particularly in the 
rural areas and urban slums, is very poor. Several informants have 
reported to investigators that the health workers and doctors rarely 
visit their villages and they do not know the workers assigned to 
their villages. Even the medical officers reported that most of the 
field workers live at the PHC headquarters and do not visit the 
villages. This serious situation needs immediate and corrective 
measures which may be evolved during this conference. 


18.8 The private practice by the doctors and the sub-centre staff, 
the lack of mobility of health personnel, workers’ disinclination to 
visit the villages and misuse of the existing vehicles have been cited 


as reasons for poor Out-reach. How these and other factors can be’ 


minimised, and even be eliminated, need the consideration of the 
delegates of this conference. 


18.9 Several senior health administrators and research workers 
have reported that the referral system is not operative in the states. 
The provision of aneffective referral support system is Central to the 
development of existing health care network. The existing health 
institutions of the district, and the taluka hospitals, the PHCs and 
the sub-centres seem to be operating as independent and unrelated 
institutions. As a result the envisaged health system has not 
evolved. There is lot of inappropriate use of the existing health 
institutions and the people are not getting the expected health care. 
This is a very serious gap in the implementation of the health 
programmes. The delegates may give their considered opinion and 
suggestions for making the referral system operative in their 
respective states. 


18.10 The health plans and programmes have consistently 
emphasised the importance of manpower development as one of 
the most crucial elements for effective implementation of primary 
health care. With this in view, liberal assistance is provided to the 
states for developing and operating an adequate and effective 
training infrastructure in each state. The Central Training Institutes 
responsible for monitoring the work and progress of the state level 
training institutes, report that the states do not give the required 
importance to training of health personnel and the training 
institutions. The problems of the training faculty, their stagnation 
and low status, quick turn-over, lack of leadership, absence of 
adequate facilities, poor coordination with field demonstration 
areas, apathy of the state authorities and the lack of recognition of 
the need of training aS a growth input are some of the problems 
which the Central as well as the State Governments need to give 
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immediate attention. There is also a need to improve the relevance 
of training to the field programmes. The training institutions for the 
Para-protessionals are most neglected. There are no systematic 
plans for providing induction training and continuing education to 
the health personnel. As the manpower accounts for most of the 
expenditure under the health and family welfare programme, the 
States need to seriously Consider making greater and better use of 
the training and education facilities built into the national health 


programme. 


18.11 There is an urgent need for orientation of the officialand the 
non-official leadership to the principles, contents and Strategies of 
Health for All (HFA) and Primary health care and to the required 
commitments towards social responsibilities. 


18.12 There is a great need to increasingly involve the voluntary 
and non-governmental organisations as Partners in the delivery of 
health care. 


18.13 Health administrators should take the advantage of 
favourable political climate in making middle and Qrass-root 
political cadres more positively responsive to the health and family 
welfare programmes. 


18.14 There is a need to ensure providing quality of services so as 
to improve utilisation of OPD services and PHC beds. 


18.15 The conference may Consider how to resolve conflict faced 
by the doctors andthe paramedical workers between their interest 
IN private practice and their performance of government duty. 


18.16 There is a need to control the use of government drugs and 


medicines inthe Private practice of the doctors in the OPD as well as 
Outside. 


18.20 Still more vigorous efforts are required for reaching the birth 
rate of 21 per thousand population and couple protection rate of 60 
per cent by the end of 2000 AD. There is a need to consider 


alternative and innovative approaches for achieving family planning 
targets. What these could be? 


18.21 Till now the programme has mostly depended on the 
terminal methods which are normally accepted by high parity 
couples. As a result there is a demographic impact inspite of 
increases in the percentage of protected couples. For making 
greater demographic impact it is necessary to promote spacing 
methods in a big way. The government directives in this regard have 
been sent to the states long back. The states still need to initiate 
action on these directives. 


18.22 In several states the priority on family planning is 
interpreted to mean family planning as the only programme. The 
style of administration is such that once the family planning targets 
are achieved the workers are not required to do any otherthing. The 
administrative style has tied all rewards, punishment, transfer etc. to 
family planning. There is a need to implement priority on family 
planning in such a way that other programmes are not neglected 


18.23 The existing health care system is growing more and more 
into an inward looking system and developing greater isolation 
from the community and the individuals. As a result preventive and 
promotive aspects of primary health care are becoming more and 
more difficult, as these aspects very largely depend upon 
involvement and participation of the individuals and the 
communities. What can be done to reverse this trend so as to 
achieve preventive and promotive goals of HFA? 


18.24 Because of its inward looking tendencies the programme 
and its activities lack relevance to health needs of the individuals 
and the communities. How the relevance of the programme to the 
people can be increased needs to be discussed. 


18.25 Lack of relevance and isolation from the communities has 
resulted in a situation wherein the image and understanding of the 
programme in the eyes of the people has become different from that 
of the providers of the health services. How this split image of the 
programme can be corrected or balanced? 


1826 What could be the different ways and means of associating 
people inthe planning, implementing, monitoring and evaluation of 
the health programmes? 
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18.27 Management crisis seems to be one of the biggest lacunae 
and hurdle in reaching HFA goals within the short time period of 
about thirteen years. How the highly skilled and specialised medical 
professionals can be turned into effective and efficient managers 
for the vast health system network. requires serious Consideration. 


1828 Simultaneous Operation of multi-purpose approach as well 
as unipurpose vertical programmes at higher levels is resulting into 
lack Of Coordination in implementation, supervision and monitoring 
of the programme. What administrative and other steps can be 
immediately taken to resolve this issue which seems to be seriously 
blocking the progress towards HFA goal? 
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